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ABSTRACT 
The adoption of Electronic Medical Record (EMR) technology is one of the most significant challenges facing physicians 
today.  Previous studies have investigated the demographic and personality characteristics that drive an individual to be an 
early adopter of an innovation.  However, what if these demographic and personality characteristics were present and there 
remained a rejecter class of individuals?  What if a rejecter fit the demographic and personality profile of a typical adopter, 
yet did not adopt the technology?  Based upon interviews with 20 rejecter physicians, analyzed using thematic analysis, 
hierarchical cluster analysis, and chi-square differences, we present profiles of three types of physicians that are rejecting 
EMR technology. 
Keywords 
Adoption, Rejection, EMR 
INTRODUCTION 
The adoption of Electronic Medical Record (EMR) technology is one of the most significant challenges facing physicians 
today.  This challenge corresponds with pressure from both the federal and state government to encourage (or mandate) the 
adoption decision.  This pressure contributed to the development of The American Recovery and Reinvestment Act (ARRA) 
of 2009, which distributes $17.0 billion to facilitate widespread adoption and use of health information technology (HIT).  
The funding provides incentives for early adoption of interoperable HIT, but it also enacts penalties in future years for 
physicians not demonstrating meaningful use of EMRs (Miller 2011).  Although physicians are knowledgeable about these 
incentives and are aware of the potential penalties for non-adoption, they have been slow to adopt the technology (DesRoches 
et al. 2008).  Only 9.2% of hospitals have adopted an EMR, while only 2% of U.S. hospitals have EMRs that would allow 
them to meet the government’s “meaningful use” criteria (Jha et al. 2010).  
 
One reason for this low adoption rate is that some physicians question the value of EMRs.  According to the 2010 National 
Progress Report on eHealth, a majority (55%) of respondents believe the value of health IT is not widely understood.  
Moreover, The Wall Street Journal has found that some physicians are skeptical about the ability of EMRs to improve 
productivity or patient care, and that there is an even greater challenge to determine how to get doctors to “meaningfully use” 
the systems (Hobson 2011) once they are implemented.  As Sarah Corley, the chief medical officer at NextGen Healthcare, 
noted, many “hospitals have underestimated how hard it can be to get full participation by staff” (Hobson 2011).   
 
Theoretically, the introduction of EMR technology represents an innovation to a physician.  Previous research on the 
diffusion of innovations argues that the adoption of all innovations follows an adoption curve, where innovators are the first 
to adopt, followed by early adopters, the early majority, the late majority, and laggards(Rogers 1995).  In each of these 
categories, there is a demarcation between adopters, or those who choose to use the innovation and rejecters, or those that do 
not choose to use the innovation.  However, the work of Rogers fails to theorize upon the nature of rejecters, implicitly 
arguing that the profile of all rejecters is similar – that is, that the profile of a rejecter is simply the anti-polar to that of an 
adopter. 
 
Previous studies have investigated the demographic and personality characteristics that drive an individual to be an early 
adopter of an innovation.  However, what if these demographic and personality characteristics were present and there 
remained a rejecter class of individuals?  What if a rejecter fit the demographic and personality profile of a typical adopter, 
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yet did not adopt the technology?  In the case of EMR technology, with a homogeneous population of potential adopters, 
extant research cannot successfully differentiate an adopter from a rejecter.  We therefore propose an alternative approach – 
by using the perceived characteristics of the innovation, we can profile rejecters to discriminate between different types of 
rejecters.   
 
Treating all rejecters as a homogeneous group fails to build upon the work of Rogers, which has successfully demarcated a 
profile of different types of adopters.  We suggest that failing to fill this gap in the literature has both theoretical and practical 
implications.  Theoretically, our research contributes to the body of knowledge on the adoption/rejection decision.  From a 
practical perspective, the federal government has injected $27billion invested in adoption incentives (Hobson 2011), with the 
assumption that the adoption of EMR technology should provide a plethora of benefits including enabling physicians to unify 
fragmented data and applications and facilitating better decision making (Elson et al. 1995).  However, highly-educated, 
intelligent physicians are choosing to reject the EMR technology which has been touted to provide numerous benefits.  Thus, 
by studying individuals who, according to prior adoption work, should be adopters, we can contribute to the body of 
knowledge of adoption by better understanding the nature of rejection.  Practically, this study identifies the factors leading 
individuals to reject EMR technology in addition to providing a profile of different types of physician rejecters.   
LITERATURE REVIEW 
Three previous strands of research have sought to discover the typical profile of adopters (as summarized by Dickerson and 
Gentry (1983).  One strand of work focuses on the demographic variables that predict adopters, finding that adopters of 
innovations have more education, higher incomes, and higher status occupations than non-adopters (Adcock et al. 1977; Bell 
1963; Boone 1970; Feldman et al. 1975; Kegerreis et al. 1969; Labay et al. 1981; Plummer 1971; Robertson 1967; Rogers et 
al. 1971; Rogers et al. 1966).  The second strand of research focuses upon consumer creativity, arguing that creative 
individuals are more likely to be early adopters of innovations (e.g. (Hirschman 1980a; Hirschman 1980b).  The third strand 
of work focuses upon the previous experiences of the adopters, arguing that early adopters are heavy users of products similar 
to the innovation (e.g. (Zaltman et al. 1973). 
 
If we assume asymmetry of these factors, we would therefore conclude that rejecters are less educated, have less income, 
have lower status occupations, are not creative, and are naive about the innovation category.  However, by assuming 
asymmetry of the factors, we position the adopter as simply the anti-polar of the rejecter.  In our view, this critical 
supposition needs to be examined. 
 
As an alternative, we posit that a rejecter is not simply the opposite of an adopter and that the demographic, creative, and 
previous experiences of adopters cannot simply be reversed to profile a typical rejecter.  For theoretical support for our 
position, we draw upon inhibitor theory (Cenfetelli 2004; Cenfetelli et al. Forthcoming).  Inhibitor Theory proposes that 
factors operate either symmetrically or asymmetrically.  Symmetric factors operate on a single bipolar continuum – for 
example, the perception of non-ease of use is the opposite of ease of use.  Asymmetric factors, in contrast, are related in 
nature but opposite in valence, and exist as two independent unipolar continua.  For example, in the context of organizational 
behavior, it has been found that distrust is not the opposite of trust but represents instead an independent, oppositely valenced 
construct with separate effects (Lewicki et al. 1998).  Drawing upon the notion of asymmetric versus symmetric constructs, 
we extrapolate that the traditional approaches to profile adopters can be used to profile rejecters only if we assume a 
symmetric explanation – that the same variables that have been utilized to develop profiles of adopters can be employed to 
differentiate the profiles of rejecters. 
 
In the case of EMR technology, we have a class of users who are highly educated with significant incomes, have high status, 
are known to be creative, and many have significant experience with products similar to EMR, but they have still selected to 
reject the innovation.  We postulate that these physicians are not laggards, but, instead these classes of individuals are 
rejecters. We posit that the unique context of EMR technology – where the potential adopters are similar provides an 
opportunity to create a profile of rejecters that departs from the three aforementioned approaches to profiling rejecters.  As an 
alternative, we instead seek to leverage the combination of the perspectives of the rejecters towards the innovation to create 
profiles of rejecters.  This approach is akin to market segmentation, where perceptions towards a product are utilized to create 
different segments of consumers. 
 
To complete our work, we will first determine the factors that predict the rejecter behavior – to determine why physicians our 
selecting to reject EMR technology.  Based upon this conceptualization, we will then develop profiles of physicians who are 
rejecting EMR.  We will draw from the literature on enablers (e.g. TAM, UTAUT, PCI, etc.) in order to depict certain extant 
factors we discover through the data analysis – including both symmetric and asymmetric variables.  We posit that these 
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variables will enable us to create a framework of different types of rejecters.  However, we did not approach this profiling 
task with an a priori set of factors, but instead let the context dictate the factor set.   
PROFILING REJECTERS: DATA COLLECTION 
In most EMR studies, data collection occurs within one hospital (i.e, (Hennington et al. 2009), in one city, with physicians in 
a particular area of specialty (ie,(Ayal et al. 2009), and it does not include physicians in private practice.  We, however, 
sought to gather varied responses from a diverse group of physicians.  In order to create a profile of rejecters we began the 
first phase of the study by identifying twenty-one (21) physicians who had not adopted EMR technology in a state in the 
Southeastern United States.  We selected physicians across specialties (including Electrophysiology, Family Practice, 
Ophthalmology/Retinology, Orthopedics, General Surgery/Medicine, Internal Medicine, Ophthalmology, Psychiatry, 
Vascular Surgery, Dermatology/Dermatologic Surgery, ENT, Occupational Medicine, Anesthesiology/Pain Management, 
Psychiatry/Geriatrics, Bariatric Surgery, Pediatrics, Dermatology) and included physicians both inside hospitals and involved 
in private practice, from solo practices to larger practices.  The physicians also had a range of experience in practice, ranging 
from 9 to 48 years, with an average of 25 years of experience).  Furthermore, we included respondents from all of the diverse 
regions of the state.  We conducted thirty minute, structured, qualitative interviews with each physician.   
 
In structuring our interview, we employed the critical incident technique (CIT,(Flanagan 1954), a method designed to elicit 
direct observations from individuals about their experiences within a specified context.  As the approach does not rely upon 
pre-defined frameworks and is collected from an individual in his/her own words, it is particularly well suited to explore new 
research areas (Gremler 2004).  The approach calls for an individual to respond to a recent incident in the research context 
and then provide the researcher with the circumstances surrounding that incident.   By eliciting factors (relying upon CIT) 
from physicians who are non-adopters of EMR technology, we were able to develop a list of factors that contribute to a 
physician’s decision to not adopt EMR.   
PROFILING REJECTERS: DATA ANALYSIS 
We first transcribed our interviews with the physicians.  A typical interview lasted between 30 to 45 minutes, providing us 
with over 15 hours of interview text to analyze.  To complete our research objective, we employed a 3 phase analysis 
approach. 
 
 Phase Objective Approach Outcome 
1 Adopter/ 
Rejecter 
discrimination 
Determine the factors 
to differentiate between 
an adopter and a 
rejecter 
Thematic analysis of texts to 
identify common themes 
Identification of 36 factors 
that differentiate adopters 
and rejecters 
2 Rejecter 
profiling 
Create a profile for 
each rejecter based 
upon the 36 factors 
Naïve judge assessment of each 
physician based upon 36 factors 
Profile for each physician 
on the 36 factors 
3 Rejecter 
classification 
Classify the 20 
physicians into types of 
rejecters 
Hierarchical cluster analysis and 
chi-square analysis 
Three clusters of rejecter 
physicians differentiated on 
11 factors 
Table 1. Profile of Research Analysis Approach 
 
Phase 1: Adopter/Rejecter discrimination 
 
To determine the factors that explain the rejection decision, we analyzed each interview using a four-step process: 
 
• Step 1 – Initial Analysis of Transcripts: Researcher #2 read through each transcript, extracting the quotations every 
time a respondent mentioned a reason they decided to reject EMR. 
• Step 2 – Formal Grouping of Factors: During this step, the extracted quotations were analyzed in a more structured 
fashion by researcher #2.  Each quotation was grouped together with similar quotes and a label and definition was 
developed for each grouping of similar quotations.  Researcher #2 determined whether each group (factor) was 
either a symmetric or asymmetric inhibitor. 
• Step 3 – Formal Review of Group.  During this step, researchers #1 and #3 reviewed the grouping name, definition, 
and corresponding criterion.  Researchers #1 and #3 validated the groupings made by researcher #2. 
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• Step 4 - Analysis of the Formal Groupings: The groupings were analyzed to determine the similarity of the 
groupings to previous factors identified through a literature review of adoption research. 
 
The four step analysis approach yielded 36 factors that contribute to the rejection behavior.    In the table below, we have 
included a list and definition of the constructs1. 
 
Construct Construct Definition Citation 
Measurability  The degree to which the impact of the innovation can be assessed (Compeau et al. 2007) 
Systems Quality  User perceptions of the interaction with the quality of the system (Nelson et al. 2005) 
Compatibility with 
preferred work 
style  
The degree to which the innovation is perceived as being 
consistent with the way the potential adopter would like to work, 
even if that is not the way they work now 
(Compeau et al. 2007) 
Loyalty  An individual’s faithful commitment to their current technology 
whereby the individual does not consider alternative options  
(Schwarz et al. 2012) 
Ease of Use  The degree to which an innovation is perceived as being easy to 
use 
(Compeau et al. 2007) 
Complexity  The degree to which an innovation is perceived as being difficult 
to use 
(Thompson et al. 1991) 
Integration of 
systems quality  
The degree to which a system facilitates the combination of 
information from various sources internal to the firm  
(Nelson et al. 2005) 
Extra-
organizational 
integration  
The degree to which a physician is concerned that other 
organizations they need to share information with will be unable 
to integrate with their EMR systems 
New Concept 
Reliability of 
systems quality  
The dependability and consistency of access and uptime of 
systems 
(Goodhue et al. 1995) 
Subjective norm 
(UTAUT) 
The person’s perception that most people who are important to 
him think he should or should not adopt an EMR 
(Fishbein et al. 1975) 
Relative advantage  The degree to which the innovation is perceived as being better 
than the other options 
(Compeau et al. 2007) 
Outcome 
Expectancy  – 
Patient Interaction 
The performance-related consequences of the behavior (Compeau 
and Higgins). Specifically, the consequence of a negative change 
in the interaction with the patient 
(Compeau 1995) 
Outcome 
Expectancy  – 
Number of patients 
seen 
The performance-related consequences of the behavior (Compeau 
and Higgins). Specifically, a reduction in the number of patients 
seen 
(Compeau 1995) 
Outcome 
Expectancy – 
Decreased patient 
care 
The performance-related consequences of the behavior (Compeau 
and Higgins). Specifically, a decrease in patient care 
 
 
  
(Compeau 1995) 
Situational 
Normality-
Benevolence  
In general, EMR vendors are benevolent (i.e. the vendor works in 
the best interest of the customer) 
(McKnight et al. 2002) 
Situational 
Normality-
Integrity  
In general, EMR vendors have integrity (i.e. the vendors are 
honest and keep their promises) 
(McKnight et al. 2002) 
Situational 
Normality-
Competent  
In general, EMR vendors are competent (i.e. the vendors can do 
what the physician needs) 
(McKnight et al. 2002) 
                                                           
1 Due to limitations of space, quotations cannot be provided for each construct, but are available from the authors. 
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Construct Construct Definition Citation 
Vendor uncertainty  The extent to which a physician is uncertain about the viability of 
vendors within the current EMR marketplace 
New Concept 
Vendor complexity  The degree to which a physician perceives the vendor 
marketplace to be too complex 
New Concept 
Lack of time for 
physician 
An insufficient resource of time relative to that required for 
mastery of the technology for the physician 
(Schwarz, et al 2012) 
Cost – initial  The degree to which a physician is concerned about the initial 
cost of the EMR technology 
New Concept 
Cost – 
maintenance 
The degree to which a physician is concerned about the 
maintenance cost of the EMR technology 
New Concept 
Cost – future 
upgrades 
The degree to which a physician is concerned about the cost of 
future upgrades to the EMR technology 
New Concept 
Employee 
retraining 
The degree to which a physician is concerned about having to 
retrain their staff to use the EMR system 
New Concept 
Additional 
employees 
A perception that additional employees will need to be hired to 
support an EMR (i.e. - a scribe, an IT specialist, a person to scan 
documents) 
New Concept 
Distrust of 
administration 
Within hospitals, the degree to which a physician does not trust 
the hospital administration's decisions about EMRs 
New Concept 
Distrust of 
government 
The degree to which a physician distrusts government, including 
whether they will continuously alter their EMR requirements in a 
malicious manner, the government's true reasons for requiring 
EMR adoption, the government potentially using the data 
collected from EMRs to monitor the physician's work practices 
 New Concept 
Distrust of 
insurance 
companies 
The degree to which a physician distrusts insurance companies, 
including the insurance companies potentially using the data 
collected from EMRs to monitor the physician's work practices 
and penalizing doctors for certain practices 
New Concept 
Security of private 
data 
The degree to which a physician possesses fear of intrusion or 
disturbance regarding an individual’s personal information as a 
result of utilizing an EMR system. 
New Concept 
Legal The degree to which a physician is concerned that laws have not 
yet been developed and updated to account for issues pertaining 
to EMRs. 
New Concept 
Job Change The likelihood that a physician will be leaving their current job 
(i.e. - moving to a new practice/hospital or changing career paths) 
in the near future 
New Concept 
Personal 
Innovativeness in 
the domain of IT  
The willingness of an individual to try out any new Information 
Technology 
(Agarwal 1998) 
Network effects The degree to which a physician desires to wait until EMRs are 
more pervasive and data can be exchanged more easily, so they 
can receive the full benefits from the EMR systems  
New Concept 
Mimetic pressure The prevalence of a practice in the focal organization's Industry 
and the perceived success of organizations within the focal 
organization's industry that have adopted the practice. 
(DiMaggio et al. 1983) 
Coercive pressures Formal or informal pressures exerted on organizations by other 
organizations upon which they are dependent.  This includes 
regulatory agencies. 
(DiMaggio et al. 1983) 
Normative 
pressures 
The degree to which a focal organization has direct or indirect 
ties to other organizations that have adopted an innovation and is 
able to learn about that innovation and its associated benefits and 
costs, and is likely to be persuaded to behave similarly 
(DiMaggio et al. 1983) 
Table 2. Constructs Differentiating Rejecters and Adopters 
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Phase 2: Rejecter Profiling 
 
After we discovered the 36 factors that contribute to rejection behavior in the first phase of the study, we began the second 
phase of the study by eliciting two external judges for a re-analysis of the transcripts.  We provided the external, naive judges 
with all of the transcripts, the factor list, and the definition for each factor.  Independently, the two judges read each transcript 
and coded each transcript for each factor.  For a given factor, each judge indicated: 
 
• “Yes” if the physician specifically mentioned the factor in a positive sense 
• “No” if the physician specifically mentioned the factor in a negative sense 
• “No mention” if the physician did not indicate a positive or negative view towards the factor. 
 
For example, if a physician expressed concern regarding the initial cost of the EMR technology, the judge would rate the 
initial cost as a “Yes.”  If the physician stated that cost was not a factor, then the judge would rate the initial cost a “No.”  If 
the physician did not discuss cost, the judge rated the respondent as a “No mention.”  The structured interview approach 
enabled the judges to directly assess the twenty rejecter physicians on each of the 36 factors. 
 
Following the initial, independent analysis of the transcripts, the two judges met to examine each transcript on a line-by-line 
basis to provide justification for their ratings.  Discussions between the judges resulted in a consensus being achieved.  The 
result was an assessment of each respondent on each of the 36 factors. 
 
Phase 3: Rejecter Classification 
 
We analyzed this data utilizing hierarchical cluster analysis (HCA) (Arabie et al. 1994). HCA is a data reduction technique 
that determines the optimal grouping of similar items, which resulted in a grouping of three clusters.  We next performed a 
chi-square analysis for each factor for each cluster, identifying the factors that yielded a significant chi-square difference 
between the factors for our clusters.  Of the 36 factors, 11 factors differentiated the three clusters.  We analyzed the 
differences between the clusters for these 11 factors and have identified three unique profiles of rejecters.  We will profile the 
rejecter classes next. 
PROFILING REJECTERS: RESULTS 
Our analysis identified three distinct types of rejecters of EMR technology, which we have termed the stranded rejecter, the 
security-minded rejecter, and the efficiency-driven rejecter.  During our profile analysis, we searched for differentiating 
characteristics, so these three rejecters can be differentiated based upon the characteristics that we will profile in their 
archetypes.  Therefore, any of the 36 factors not discussed can be assumed to be consistent across all rejecter types.  The 
resulting three profiles represent three unique types of rejecters of EMR technology.  We will discuss each next. 
 
The stranded rejecter has an overall positive view towards the vendors of the EMR technology.  They believe in their 
benevolence and do not perceive that the vendors are solely interested in profit, but are fair-minded.    The stranded rejecter is 
in a network with other physicians or hospitals that do have EMR technology (in general), but they believe that the adoption 
of EMR technology is uncommon in their specific specialty and/or they perceive that few of the other physicians in their 
specialty have had success with EMR.   
 
The security-minded rejecter is not satisfied with their current method, but distrusts the motivation of the government in 
mandating EMR.  The security-minded rejecter perceives that the government is trying to use EMR technology to control the 
delivery of health care.  The initial cost is a concern to the security-minded rejecter and they are concerned that the vendor 
will not be able to keep private data secure within an EMR system. 
 
The efficiency-driven rejecter prefers their current method for maintaining electronic records.  Similar to the security-minded 
rejecter, there is a distrust of the government and a concern over the initial cost.  However, the efficiency-driven rejecter has 
concerns over the efficiency impact of adopting an EMR, which manifests itself in a concern over seeing less patients, 
spending the time to find a vendor, and in maintaining the relationship with the vendor. 
 
We have included a profile of the three rejecter types in the table below. 
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Stranded Rejecter Security-Minded Rejecter Efficiency-Driven Rejecter 
• Vendors are competent  
• Physician believes that adoption 
of EMR systems is uncommon 
in their field and/or they 
perceive that few of the other 
physicians in their field have 
had success with their EMR 
• Other physicians, hospitals, etc. 
that the physician works with 
have adopted EMR systems 
• Dissatisfaction with their 
current method for maintaining 
records 
• Concerned over the initial cost 
of an EMR system 
• Distrusts government 
• Concerned over the ability to 
keep private data secure with 
EMR systems 
• Preference for their current 
method of maintaining records  
• Believes that an EMR system 
would decrease efficiency when 
seeing a patient 
• Believes that an EMR system 
would cause him/her to see less 
patients 
• Believes that the current EMR 
marketplace is too complex 
• Expresses concerned over the 
initial cost of an EMR system 
• Expresses concern over the cost 
of maintaining an EMR system 
• Distrusts government 
• Believes that adoption of EMR 
systems is prevalent in their 
field and they perceive that 
many of the other physicians in 
their field have had success with 
their EMR 
• Other physicians, hospitals, etc. 
that the physician works with 
have adopted EMR systems, 
which may enable the physician 
to learn more about EMR 
systems 
Table 3. Profile of EMR Rejecters 
CONCLUSIONS 
With a government mandate looming, understanding rejecters of EMR technology remains an important theoretical and 
practical challenge.  While these findings demonstrate the diversity of reasons why some physicians are rejecting EMR with 
the diversity of reasons stated across the profiles, it also displays the connections between particular beliefs and how 
physicians coalesce around certain similar ideas which form a particular profile.  From a theoretical perspective, our work 
breaks new ground by understanding three unique profiles of rejecters.  We encourage other researchers to extend our 
research by empirically studying these three types of rejecters outside of an EMR context.  From a practical perspective, our 
work in understanding the motivation of rejecters can assist in moving these three sets of physicians from rejecters to 
adopters.  With increased knowledge about the physician’s rationale for not adopting EMR technology, change agents can 
more efficiently deal with the most important issues impacting the physician’s decision.  Thus, we posit that this 
preponderance of evidence indicates that substantive issues remain with regard to physicians rejecting EMR – enough so that 
a significant number of physicians have coalescence around particular ideas.  However, with knowledge of these issues, 
discussions can begin and changes can be implemented that address these crucial topics to move towards a favorable position 
for all parties involved in the complex but critical subject.   
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